The Scandinavian Journal of Public Health receives around 500 submissions each year. Of these, we only have space to publish one paper in every five submitted. The most common theme of the submitted papers is occupational health, sick leave and pensions related to working life.
Social insurance, including individual financial support for sick leave, was introduced during the second (or third) wave of industrialization as a means to support the families of workers injured in mines, mechanical manufacturing and other industrial settings. Important parties in the development of this safety net include Max Pettenkofer as researcher and Otto Bismarck as policy-maker. Bismarck's aim in the 1880s was to supply industry with able and happy workers to ease the social unrest of this time; the challenge for Pettenkofer was worker's health.
Until the end of the nineteenth century, social and economic support during periods of illness in the Nordic countries was either an intra-family business in the farming population or part of the guild system. Semi-private insurance systems (based on the guild systems or trade unions rather than the public sector) developed after the turn of the century. At the same time, insurance for sick leave was introduced as part of the employment benefits for white collar workers in private and public trade. Statistics from this time show that a low hierarchical position, blue collar work and female sex were all related to higher levels of sick leave [1] .
A couple of notable features from the beginning of the twentieth century are the nature of illnesses covered and the separation of illness and disease. Any sick leave during this period of time was strictly related to the incapacity to work and not -as today -to the general feeling of illness. The right to sick leave was attested after inspection as part of the insurance system. Common illnesses or disabilities were not seen as diseases to be covered as long as the capacity to work was not significantly affected [1] .
During the second half of the twentieth century, social insurance in the Nordic countries was mandatory, tax-based and handled mainly in the public sector. Insurance for sick leave is an integrated part of the social insurance system. A high level of sick leave means high costs for the public sector and -as in Bismarck's time -a loss of productivity. Low hierarchical position, blue collar work and female sex still are risk factors for sick leave [2] .
Statistics on sick leave covered by the modern safety nets are comprehensive and readily available for study. One general statistical trend is that the level of sick leave varies significantly over time [3] . This has been attributed to macroeconomic waves and to changes in the system as well as in demographicsfor example, a larger fraction of elderly people in the workforce may lead to an increased risk of illness. These variations indicate that the statistics on sick leave are not only a matter of illness and disease, but also a matter of more or less strict rules, levels of cost-sharing, benefits, attitudes and culture [4] .
Affluent populations have the means to use sick leave even when an illness does not impair their capability to work. Statistics on sick leave are therefore not a proxy for the health of the population. The main question here is whether the statistics on sick leave have any relation with the health of the population and, if so, whether occupational health is part of public health. In favour of the association with public health is the fact that each day in the Nordic countries 50% of the entire population are actually at work. Excluding variations between countries and over time, approximately 5% of the working population are on sick leave every day [5] .
Against the association between public health and occupational health -as seen in the statistics on sick leave -is the fact that the fraction of the working population on sick leave seems to be as sensitive to the nature of the rules and benefits as to disease and illness. It is important to realize in this context that EdItorIal short episodes of a week or two have a limited impact on the overall statistics. In addition, the differences in sick leave between the sexes are still significant, although this difference is not seen in the general public health indicator of expected survival.
A couple of submissions to the Scandinavian Journal of Public Health have been reports from studies of sick leave related to different health providers. The researchers found that the fractions of sick leave based on certifications from health centres for similar populations varied more that could be explained by illness and disease. This finding was not unique to these studies.
When expenditure from public social insurance increases, there is a strong incentive at the policy level to tighten the tap by changing the rules. In addition, resources are allocated to the study of sick leave to find ways to limit the costs. This is not necessarily the same as supporting the health of the working population.
In conclusion, studies of sick leave may or may not be part of 'public health proper' -however, as this is an area where policy and the health of the population are related, we are looking forward to additional studies of the effects of policy and regulations on this part of public health.
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